Since the early 1900s This recommendation is being implemented in few, if any, institutions. Consequently, pathologists are performing necropsies on selected cases, usually to answer specific clinical questions. While the necropsy can answer many and varied clinical queries, the foremost consideration for each case must be establishing the disease process and mechanism of death. Other issues for consideration include the accuracy and choice of procedures used for diagnosis, the suitability of chosen treatment and the resulting outcome. These considerations are closely allied to those of audit.
Infections (especially fungal) and pulmonary emboli are recognised as some of the commoner unexpected disease processes found at necropsy." As yet we have little information to predict which individuals are more likely to succumb to these or other undiagnosed conditions. Were we able to do so, we could select those cases for postmortem examination which have the maximum educational potential.
Methods
Adult necropsies performed in a single year by trained and trainee pathologists were entered into this study. Necropsies on individuals brought in dead, where there was clinical uncertainty as to the cause of death, or those who died of major trauma were excluded. Both clinically requested and medicolegally directed necropsies were studied provided the clinicians could offer an opinion as to the cause of death.
In each case, at the end of the necropsy, the clinicians were contacted and invited to attend the mortuary to discuss the case and review the organs. This is the usual practice in the Portsmouth Hospitals. After the review a form was completed comparing clinical and pathological causes of death. Demographic data collected included age and sex of the patient, the clinician and specialty, the duration of inpatient treatment, whether the patient underwent surgery, and whether the clinicians attended the review. Unexpected findings in the cancer related deaths included unrecognised cancers, incorrectly identified primary site and unrecognised complications due to the malignant process (for example, bowel perforation due to metastases). In cancer related deaths (n = 16) there was a significant correlation between age and unexpected findings (three in those under 75 years of age and 13 in those aged 75 and over: p < 0.01). Conversely, unforeseen pulmonary emboli was encountered slightly more often in the younger age group (10 in those under 75 years of age and four in those aged 75 and over) but this did not reach statistical significance (p = 0.041).
One hundred necropsies were performed by trainees and 87 by trained (consultant) pathologists. There was no difference in the rate of recording unexpected findings between these two groups (38.8% in the trainee group v 41.1 % in the trained group).
The mean period of in-hospital stay was 10.1 days (range <24 hours to 87 days; median five days). This compared with a mean in-hospital stay of 8.8 days in the non-necropsied group (NS). Forty five cases were inpatients for less than one day but these cases had been assessed sufficiently, some at previous hospital visits, for the clinicians to have a working diagnosis and formulate a treatment plan. Of these, 51 There has been constant debate as to the benefit of a high necropsy rate with most correspondents adopting a protagonist stance. However, is the mere fact that a procedure yields information justification for that procedure to be performed more often? This is especially relevant in the current climate of cost containing medical practice.26 To justify an increase in necropsy numbers for audit it must be shown first that clinical practice and patients benefit from these unexpected findings. Disquiet has also been expressed at the many and varied ways in which clinical and postmortem correlations are recorded27 and direct correlation between studies is probably not valid as no convention prevails. Some assess the presence of unexpected major and minor findings irrespective of the effect these had on the cause and manner of death.'828 Others record discrepancies between the clinical and the pathological cause of death20 29 and a third method is to record the incidence of clinically significant unsuspected disease that contributed to death.2425 We used the latter method to assess the outcome as we feel the detection of such unexpected pathology is the foremost role of the necropsy.
The necropsy rate in this study is about average for most hospitals. It has been stated that currently the necropsy rate is rarely above 25% in general hospitals30 and the range and nature of disease found is comparable with other series.
It is interesting that in our series increasing age does not carry an increased incidence of clinically unsuspected pathology. Only one paediatric series reproduced this finding, '8 whereas three other necropsy studies (one general, one paediatric and one geriatric) all found a correlation between increased age and unexpected findings.43132 Sex of the deceased, 2 length of in-hospital stay'8 and clinical specialties'2 have all been demonstrated to have no effect on unexpected necropsy findings by others as well as by us. Interestingly, there is little in the literature to support or refute our observation that necropsy request rates and the preceding history of surgery also have little effect on the incidence of unexpected findings." "' These may be important observations. Firstly, they counter the surgeons' claim that because they have operated they understand the cause and mechanism of death: in four cases in our series laparotomy failed to identify notable abdominal pathology, and, secondly, it does not support the conviction that physicians who request necropsies may be more professional35; in our study they seem to have a similar frequency of unrecognised pathology as specialties that have low necropsy rates.
The necropsy has an extraordinary position in medical science and like all other medical disciplines it is evolving. In previous centuries the necropsy was central to the understanding of anatomy. In the first half of this century the necropsy was an important tool in experimental investigation, the discovery of diseases, and the identification and correlation of known clinical entities with abnormalities of particular cells, tissues, or organs. Currently, the necropsy is in decline in terms of numbers performed, clinical interest, the number of expert and interested pathologists and erratic support from the medical community. Simultaneously, its perceived relevance to teaching has decreased noticeably. '6 The necropsy still has relevance in the 20th century for correlating pathophysiological processes with anatomical lesions and demonstrating important clinically unexpected findings. The presence of a clinically unexpected finding at necropsy must in no way indicate substandard medical care as this finding is as frequent in those hospitals that may be perceived as centres of excellence. '7 Currently, most necropsies are selected by clinicians on clinical merit alone and generally to answer specific clinical concerns; this seems to be a reasonable practice as no factors have emerged from our study to permit selection of cases to improve detection of clinically unsuspected disease. On the basis of the necropsy being a mechanism of disease surveillance therefore, as long as each hospital has an adequate necropsy rate is there any need to randomly select an additional 10% for necropsy? Until there is clear evidence that the current practice of patient selection is anything more than random, and that the detection of unexpected findings at necropsy is of clinical value, selection of an additional 10% of deaths for postmortem examination runs the real risk of increasing the workload without any discernable benefit in terms of clinical knowledge gained.
